A lthough still relatively uncommon, in recent years salivary gland-like neoplasms of the breast have become increasingly recognized as an entity. In a 2003 review of salivary gland-like tumors of the breast, several lesions were described, including pleomorphic adenoma, adenoid cystic carcinoma, benign and malignant myoepitheliomas, syringomatous carcinoma, adenomyoepithelioma, acinic cell carcinoma, oncocytic carcinoma, and mucoepidermoid carcinoma (1) . Subsequently, a case series of basal cell adenocarcinoma of the breast was presented (2) . However, basal cell adenoma of the breast appears to be exceedingly rare with no cases reported in recent reviews (1, 3, 4) . Here we present a case of basal cell adenoma of the breast along with its histologic and immunohistochemical profi le.
CASE REPORT
A 90-year-old white woman with prior mitral valve prolapse repaired in 2004 and hypothyroidism presented with a 3-year history of an enlarging left nipple. No biopsies or imaging had been performed. On examination, the left nipple was larger than the right one, and the skin over it had a slightly purplish discoloration compared to the right. Th ere was no nipple discharge and no enlargement of the axillary or supraclavicular lymph nodes.
A mammogram was essentially negative, and a sonogram of the left breast showed a separate subcentimeter hypoechoic density in the 11:00 position located approximately 1 cm from the nipple, adjacent to the larger clinically apparent mass. Both lesions were excised. Histologically, the larger lesion within the left nipple was relatively well circumscribed and composed of a lobulated proliferation of epithelial elements. Th ere was prominent palisading of cells at the periphery of the epithelial nests, giving the lesion a "basaloid" appearance ( Figure) . Additionally, there were focal areas showing slightly more proliferation with cytologic monotony and mildly increased mitotic activity. No features of malignancy were present. Immunohistochemically, most cells stained positive for p63, and smooth muscle actin highlighted the myoepithelial cells within the lesion. Overall, the histologic and immunohistochemical profi le most closely resembled a basal cell adenoma. Th e separate lesion located at the 11:00 position 1 cm from the nipple was characterized by mostly benign breast tissue with apocrine metaplasia, apocrine cysts, and focal ectatic ducts.
DISCUSSION
Salivary gland-like neoplasms of the breast are well documented (1). Most are pleomorphic adenomas with only infrequent examples of other salivary gland-like neoplasms (1) . From an embryological standpoint, the occurrence of salivary gland-like neoplasms in the breast should not be too surprising considering the breast and salivary glands are both modifi ed sweat glands. Both are tubuloacinar glands, which share many histologic features. Th erefore, overlapping pathologic features is not an unreasonable expectation. Basal cell adenomas are classically associated with the salivary glands. First described by Kleinhasser and Klein in 1967 (5), they were formally included in the World Health Organization classifi cation in 1991 (6) . According to the Armed Forces Institute of Pathology registry, basal cell adenomas are rare, accounting for about 2% of all benign salivary gland tumors (7) . Most of these lesions occur in the major salivary glands (75% parotid and 5% submaxillary gland) in adults. Th ere is a 2:1 female predilection. Grossly, these lesions are fairly well circumscribed and solitary and can be treated with conservative excision with a low recurrence rate.
Histologically, there are fi ve morphologic variants of basal cell adenoma. Th e solid type is the most common, followed by the trabecular and trabecular-tubular types. Th e membranous and pure tubular variants are the least common. All variants lack a myxochondroid matrix, as seen in pleomorphic adenomas, and have a fi brous stroma. Th e most common pattern of proliferation is that of cytologically bland basaloid cells with peripheral palisading seen within the cellular nests. All variants can demonstrate cystic change, keratinization, and squamous whorls (8) . Although morphologically inapparent, there is myoepithelial diff erentiation in all variants of basal cell adenoma. Th ese myoepithelial cells can be demonstrated by immunohistochemical stains for smooth muscle proteins.
Th e main diff erential diagnosis of basal cell adenoma includes basal cell adenocarcinoma. Findings can be subtle between the two entities; therefore, it is important to distinguish between them. Basal cell adenocarcinoma diff ers from basal cell adenoma by virtue of its infi ltrative spread, perineural and lymphovascular invasion, and variable degree of cytologic atypia and mitotic activity. Additionally, immunohistochemical stains can help in diff erentiating these two entities. Basal cell adenocarcinomas have been known to express p53, BCL2, and epidermal growth factor receptor (9) . In the present case, the lesion was well circumscribed and encapsulated with no evidence of an infi ltrative pattern of growth. No perineural or vascular invasion was identifi ed. Th e cells were monotonous with minimal cytologic atypia and focal areas of mildly increased mitotic activity. Overall, these features best fi t with a basal cell adenoma. 
